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Abstract: Background: Resiliency is the ability to prepare for, recover from, and adapt to stressors
from adverse events. Social vulnerabilities (limited access to resources, political power, and
representation; lack of social capital; aspects of the built environment; health inequities; and
being in certain demographic categories) can impact resiliency. The Vietnamese population living
along the Mississippi Gulf Coast is a community that has unique social vulnerabilities that impact
their ability to be resilient to adverse events. Objectives: The purpose of this project was to address
social vulnerability by implementing and evaluating a volunteer Community Health Advisor (CHA)
project to enhance community resiliency in this community. Methods: A program implemented over
eight three-hour sessions was adapted from the Community Health Advisor Network curriculum that
focused on healthy eating, preventing chronic conditions (hyperlipidemia, diabetes, hypertension,
cancer, and poor mental health). Topics also included leadership and capacity development skills.
Results: Participants (n = 22) ranged from 35 to 84 years of age. Most were female (63.6%), married
(45.5%), unemployed (63.6%), had annual incomes of <$10,000, and had high school diplomas (68.2%).
Community concerns were crime (50.0%), volunteerism (40.0%), language barriers (35.0%), and food
insecurity (30.0%). Approximately 75% had experienced war trauma and/or refugee camps, and 10%
had experienced domestic violence. Scores on the Community Health Advisor Core Competency
Assessment increased from pre-test to post-test (t = −5.962, df = 11, p < 0.0001), as did SF-8 scores
(t = 5.759, df = 17, p < 0.0001). Conclusions: Strategies to reduce vulnerabilities in the Vietnamese
community should include developing interventions that address health risks and strengths and
focus on root causes of vulnerability.
Keywords: Vietnamese; vulnerability; resilience; Community Health Advisor
1. Background
While social vulnerability has been identified as the product of social inequalities, those social
factors that influence or shape the susceptibility of various groups to harm also govern their ability to
respond. Social vulnerability includes place inequalities, characteristics of communities and the built
environment such as level of urbanization, growth rates, and economic vitality [1]. The major factors
that influence social vulnerability are lack of access to resources including information, knowledge,
and technology; limited access to political power and representation; social capital including social
networks and connections; beliefs and customs; building stock and age; frail and physically limited
individuals; and type and density of infrastructure and lifelines [2–5]. Also included are age, gender,
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race, socioeconomic status, and other risk factors that might warrant that an individual be recognized
as being from a high-need population that might lack equitable social safety nets necessary in disaster
recovery (i.e., physically or mentally challenged, non-English-speaking immigrants, the homeless,
transients, and seasonal tourists) [6].
Social vulnerability is connected to resiliency. Resiliency is defined as the ability to prepare and
plan for, absorb, recover from, and more successfully adapt to stressors from acute and longer-term
adverse events [7]. Susceptibility to stressors is not only a function of the demographic characteristics
of the population, but also more complex constructs such as health care provision, social capital, and
access to lifelines (e.g., emergency response personnel, goods, services) [8].
The social vulnerability of the American population is not evenly distributed among social groups
or between places, as some regions or population subgroups are more susceptible to the impacts of
natural and man-made disasters than other places based on the characteristics of the people residing
within them. As was observed in the aftermaths of Hurricane Katrina and the Deepwater Horizon BP
oil spill, when natural or man-made disasters occur in high-risk geographic locations such as those
along the Mississippi Gulf Coast (MGC), differential vulnerabilities can be overwhelming.
Coastal residents are increasingly more racially and ethnically diverse than in other geographic
locations; a fact that can be attributed to the expansion of low-wage jobs, primarily in the service sector,
which help to fuel that diversity [5]. A socioeconomic gap is especially evident in coastal counties, where
those with elevated means live closest to the shore, and the income gradient decreases with distance away
from the water’s edge. This disparity in wealth is a significant social problem at the local and regional
level [9]. It is also a spatial problem for coastal communities with geographic mismatches between
employment opportunities and available affordable housing that is also built to current code standards.
While much research has been carried out on the effects of Hurricane Katrina, the Deepwater
Horizon BP oil spill, floods, tornados, etc., it has focused on the response, recovery, lessons learned, and
management of such events in surrounding areas [10–15]. Parsimonious data exist when relating social
vulnerability and resiliency to vulnerable populations in coastal Mississippi [16,17]. As such, there is a
paucity of literature focused on understanding the vulnerability of and promoting resiliency among
these population members and developing interventions to address the health risks and strengths
among more rural states like Mississippi. While disasters magnify the existing social and economic
trends in places, they do not fundamentally change them. Strategies to reduce vulnerability include
focus on social determinants of health that move beyond the status quo to a more sustainable and
socially just future. Most social problems are complex and require targeted responses by diverse
stakeholders, both internal and external to the group experiencing the problem. In working together to
address an issue, stakeholders comprise a social network. It is through these relationships and the
social capital made available through them that social issues are collaboratively addressed.
With significant community engagement and partnership with vulnerable communities, knowledge
can be obtained from their emic perspective rather than from a researcher’s or outsider’s analysis.
Understanding vulnerable community ethos, culture, and practices allows for humility and development
of interventions that are based on the spirit, character, and philosophy of the vulnerable population.
The purpose of this project was to address social vulnerability by implementing and evaluating a
volunteer Community Health Advisor (CHA) project to enhance community resiliency among the
Vietnamese Gulf Coast Community. Development of CHAs as community leaders provides the
opportunity to expand resiliency and connecting CHAs to resources builds leadership and capacity,
as well as developing a social network for information sharing that is based on culturally appropriate
formats and structures.
2. Introduction
According to 2014 U.S. Census estimates, there are 28,067 (±935) individuals who describe
themselves as Asians living in Mississippi [18]. Asians constitute less than 1% of the total population
in Mississippi, and 5.4% of the U.S. population. While only 2.4% of the population on the MGC
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are Vietnamese [19], Vietnamese community members are employed in or highly dependent on
the commercial fishing and seafood trade, the service and tourism industry, and small businesses.
They usually report higher levels of poverty and lower levels of educational achievement, as compared
with other Asian subgroups. Some factors contributing to poor health outcomes include language
and cultural barriers, access to culturally appropriate care, and lack of health insurance. Much of the
first-generation Vietnamese population on the MGC have low English proficiency, and do not read in
their native language [20].
A photovoice project was previously conducted with Vietnamese community members living
along the MGC to measure causes and consequences of vulnerability and social resiliency by identifying
sources of health strengths and health risks among individuals, families, and the community through
generational and cultural perspectives [21]. The photovoice project consisted of a photovoice training
session for participants, participants taking pictures in response to the focal questions, and photovoice
discussion groups conducted by the academic–community partner. Three photovoice discussion
groups (n = 33) were conducted, with photovoice participant groups categorized according to
generation status as they emigrated and/or lived in the United States. Groups were divided into
first-generation (participants who emigrated from Vietnam to the United States and speak Vietnamese),
second-generation (children born in the United States to first-generation immigrants and are bilingual
in English and Vietnamese), and third-generation (children of second-generation individuals and
grandchildren to the first-generation and largely only speak English). While groupings accommodated
for cultural and language needs, as the photovoice trainings and discussions were conducted solely in
Vietnamese or in English and Vietnamese, they were developed in collaboration with the community
partner’s expertise as being representative members of the MGC Vietnamese community and their
expertise as a non-profit community-based organization with a significant track record of services.
The photovoice training session included robust discussions of photovoice as a methodology,
rationale, photovoice goals and methods, advantages and disadvantages, and the process of using
a disposable camera and/or smartphone. Participants reviewed and discussed the consent form for
project participation and informed consent that was required to obtain permission from any individual
prior to taking pictures of the person. This was followed by informed consent role-play exercises
and dialogue on ethical considerations, personal boundaries, and the importance of personal safety.
Concepts of vulnerability (health risks) and resiliency (health strengths) were discussed with each
photovoice discussion group through brainstorming sessions. Participants were encouraged to use
their creativity, knowledge, and experience to capture their concepts of vulnerability and resiliency
visually through photographs. Participants then were asked to take pictures on their interpretation
of health strengths and health risks in their communities. Pictures were collected and printed for the
discussion groups.
Content analysis was conducted to identify themes associated with vulnerability and resiliency
which were subsequently grouped into six main categories: (1) Vietnamese cultural personality,
(2) Vietnamese traditional health beliefs, (3) financial stability, (4) environmental conditions, (5) social
relationships and social support, and (6) cultural competence [21]. The data collected from the
photovoice discussion groups were shared with community members, policy makers, and others
who could be mobilized for change through community photo exhibitions, meetings, and forums.
It also provided the foundation for the rationale and development of a Vietnamese Community Health
Advisor (CHA) program.
The CHA program is based on the premise that in every community, “natural helpers” or
“informal leaders” are recognized by their family, friends, and neighbors as reliable sources of advice,
assistance, and action. CHAs work within their own social networks through person-centered webs
of relationships that connect individuals to other individuals or groups [22,23]. Because CHAs share
their communities’ language, ethnicity, religious beliefs, and social characteristics, they can promote
preventive behaviors within the community setting [24]. The program recruits these volunteers to
participate in a training designed to increase their knowledge about health and social issues, develop
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leadership skills, and build linkages with local service providers. After training, the trained natural
helpers, or CHAs, plan and implement short- and long- term activities to improve their communities’
health [25]. The CHA program was developed to focus on the health strengths recognized, address the
vulnerabilities identified among community members, and build culturally appropriate interventions
as a means to continue to decrease vulnerability in the Vietnamese community, with a focus on social
support and acculturation as strong protective factors.
3. Methods
3.1. CHA Program
The Community Health Advisor Network (CHAN) curriculum [26] was adapted for utilization
and development of the Vietnamese CHA project. After adaptation, it was then translated into
Vietnamese, and facilitated in Vietnamese, with twenty-two community participants. This research
project was approved by the Institutional Review Board at The University of Southern Mississippi
(Protocol #18053102).
Training session content was determined from a community brainstorming session that was a part
of a community forum and photovoice photo exhibition. During this community forum, photographs
taken by Vietnamese participants were shared along with thematic results from the photovoice project.
The community forum also highlighted the next steps of the project, recruited Vietnamese community
member participation, and determined the training topics to be included in the CHA project. Topics of
eating healthy, cholesterol, diabetes, high blood pressure, cancer, and mental health were identified as
priority areas of interest by community members.
The adapted CHAN curriculum included eight three-hour training sessions. Session 1 focused
on components of healthy communities and included a “past, present, and future” leadership
development section. Participants discussed the MGC Vietnamese community’s history and current
pressing issues. Session 1 also included a visioning activity where participants presented their hopes
for the future, and participatory “challenges” and “responses” group reflections, where community
members work to identify the root causes of issues and move towards action. Session 2 included
information based on healthy lifestyles (including eating healthy and nutrition topics), followed by
CHA roles and responsibilities (Advice, Assistance and Action). Session 3 included information on
high blood pressure and included a popular education method, the social tree, as the leadership activity.
Session 4 content concentrated on cholesterol, with the leadership skills focused on the problem tree,
another popular education method. Session 5 content was on diabetes and group consensus building.
Session 6 highlighted information on cancer and practice of group consensus building skills. Session 7
underscored mental health, with the community action skills concentrating on the development of a
short-term project. Sessions 8 focused planning for the larger or long-term project and post-evaluation
tool collection. All content information was provided by local health service providers, and leadership
skills were facilitated by Vietnamese-speaking project partners of a local community-based agency that
prioritizes the Vietnamese community.
3.2. Data Collection Tools
The CHA Profile is a demographic tool that includes questions on languages spoken at home,
education level, insurance status, household income, employment status, health information sources,
and utilization of media resources. The CHA Core Competency Instrument [27] was adapted to measure
core competency acquisition categories of leadership, translation, guidance, advocacy, and caring with a
focus on vulnerability and resiliency content. Leadership, translation, guidance, advocacy, and caring
have been identified as competencies that are unique to CHA and CHA roles. The SF8 is a multipurpose,
8-item survey translated in Vietnamese that measures eight domains of health: physical functioning, role
limitations due to physical health, bodily pain, general health perceptions, vitality, social functioning,
role limitations due to emotional problems, and mental health. It has proven useful in assessing the
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health of general and specific populations, comparing the relative burden of diseases, differentiating
the health benefits produced by a wide range of treatments, and screening individual patients [28–30].
With permission, the Mental Health Needs of Asian Americans (MHNAA) [31] was utilized to assess
mental health and health-seeking behaviors, as well as to identify level of concern related to various
domains including basic needs, community and social issues, family and relationship issues, health
issues, mental health, hardships experienced, immigration issues, and experience with domestic violence.
All tools were collected at baseline and post-training. Additional formative methods of session training
evaluations and discussion circles were used to assess design, delivery, and satisfaction.
4. Results
4.1. CHA Training Baseline and Post-Data
Twenty-two Vietnamese individuals participated in the CHA training and completed the pre- and
post-data collection tools (Table 1). The participants ranged in age from 35 to 84, with an average
age of 64.8 (±12.6) years. Twenty-two individuals provided information on gender. Males made up
36.4% of the training group (n = 8). The length of time that participants had been in the US varied
and had a range of 2–78 years, with a mean of 27.5 (±18.2) years. Almost half of the participants were
married (n = 10, 45.5%), 27.3% were single (n = 6), 13.6% were separated/divorced (n = 3), 9.1% were
widowed (n = 2), and 4.5% reported living with a significant other (n = 1). The majority of participants
were unemployed (63.6%, n = 14). Most had a high school diploma or the equivalent (68.2%, n = 15),
9.1% (n = 2) had completed some college, 18.2% had completed a Bachelor’s degree (n = 4), and the
remaining participant (n = 1, 4.5%) completed a Master’s degree.
Table 1. Demographic characteristics of the study sample (n = 22).
Characteristic n (%)
Gender
Female 14 (63.6)
Male 8 (36.4)
Marital Status
Single 6 (27.3)
Married 10 (45.5)
Separated/Divorced 3 (13.6)
Widowed 2 (9.1)
Living with Significant Other 1 (4.5)
Education
HS Diploma or Equivalent 15 (68.2)
Some College 2 (9.1)
BS Degree 4 (18.2)
MS Degree 1 (4.5)
Employment Status
Employed 8 (36.4)
Income Level
Less than $9999 14 (63.6)
$10,000–$19,999 5 (22.7)
$20,000–$29,000 3 (13.6)
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More than half of the participants reported a household income of less than $10,000 annually
(n = 14, 63.6%), approximately one-fourth of participants (22.7%, n = 5) made between $10,000 and
$19,000 annually, and 13.6% made between $20,000 and $29,000 annually (n = 3). Demographic data were
also collected via the MHNAA [31], an instrument developed by the University of Houston that assesses
the social and mental health needs of Asian Americans. Among the 22 participants who completed the
assessment, 5 (22.7%) reported having children in their home under the age of 18, and 19 (86.4%) reported
having a person 60 or above in their home. Multigenerational family living is the norm in the Vietnamese
community, and three families had both children living in the home and individuals over the age of 60.
The MHNAA also collected data around the types of medical advice participants sought for
health problems. Participants could select more than one option to describe the types of medical advice
they sought. Among the 22 individuals who provided an answer to the question, 20 (90.9%) had
visited a medical doctor, 2 (9.1%) had visited a herbal/non-westernized/alternative doctor or service,
6 (27.3%) sought advice through religious consultation, 2 (9.1%) sought advice from friends or family,
and 1 (4.5%) had ‘done nothing’. If given only one option through which to seek health advice, most
(n = 18, 85.7%) would choose to visit a medical doctor with their health concerns. When asked who
they sought advice from when they had family problems or difficulties, the most frequently chosen
option was seeking advice from a mental health professional (n = 13, 61.9%), approximately half
(n = 12, 57.1%) stated that they would seek advice from friends or family members, 8 (36.4%) stated
that they would seek advice from a medical doctor, 5 (23.7%) stated that they would seek advice
through religions consultation, and 6 (28.6%) stated that they would ‘do nothing’.
Further, participants were asked to rate their concern on a scale of ‘no concern’ to ‘serious concern’
around specific domains that might impact themselves or their families. With regard to concerns
related to basic needs, twenty individuals provided information about the topic of food security, and
30.0% (n = 6) had ‘moderate’ concerns around this topic. Nineteen individuals provided information
around the topic of housing, and 10.5% (n = 2) had ‘moderate’ concerns around this topic. Three
individuals out of 21 respondents (14.3%) had ‘serious’ concerns around clothing. The majority of the
participants had concerns about income, with 7 (31.8%) categorizing their concern as ‘moderate’ and
4 (18.2%) categorizing their concern as ‘serious’. Twenty participants responded to the topic of access
to medical care, with 15.0% (n = 3) reporting ‘moderate’ concern, and 25.0% (n = 5) reporting that they
had ‘serious’ concerns.
The MHNAA also collects information about concerns related to community and social issues.
The topics that most had ‘serious’ concerns about were crimes against people (50.0%), lack of Asian
volunteers in the community (40.0%), language barriers (35.0%), lack of child mentoring programs
(33.3%), unemployment (31.6%), property crimes (27.3%), lack of adult daycare options (26.3%), and
poor performance on the job or in school (25.0%). Additionally, a wide variety of family/relationship
issues and health issues were assessed for level of concern. The only topics that were of serious
concern to more than one-third of respondents were developing a disabling or terminal illness, which
was a ‘serious’ concern for 36.4% of individuals, and having chronic pain or a chronic illness, which
was a ‘serious’ concern for 31.8% of individuals. Lastly, 25 mental health symptoms were evaluated.
Participants were asked to report how often they experienced each symptom on a scale from ‘none’ to
‘very often’. Very few participants reported that they experienced any of the symptoms ‘very often’;
however, 21.1% of respondents (n = 4) reported that they felt hopeless about the future ‘very often’.
On the next section of the MHNAA, participants were asked to report whether they or their
families had experienced specific hardships. Approximately one-third (33.3%) had experienced war
trauma, 27.8% had experienced refugee camps, 27.8% had experienced a dramatic loss of income,
21.1% had experienced loss or separation from their family, 21.1% had experienced a serious illness,
and 10.0% had experienced a robbery. With regard to immigration hardships, 31.6% of participants
reported experiencing acculturation issues, 30.0% had experienced being on public assistance as a
result of immigrating, 20.0% had experienced immigration issues related to religious freedoms, and
19.0% experienced uncertainty of employment related to immigration.
Sustainability 2020, 12, 3892 7 of 11
Lastly, the MHNAA assessed experience with domestic violence. Approximately 10.0% of
participants had experienced domestic violence. Participants were asked how frequently specific
events related to domestic violence occurred in the last year. Most reported that events had occurred
once, twice, or in the past but not in the last year. Answers were collapsed to reflect whether the event
had ever occurred. For example, 13.5% of respondents had had something thrown at them, 9.0% had
been pushed, slapped, kicked or hit with a fist, or had been ‘beat up’, and 4.5% had been threatened
with a gun of knife.
The Community Health Advisor Core Competency Assessment was distributed prior to and after
CHW training. Complete data for pre- and post-test were available for 12 participants. The assessment
consists of 23 questions scored on a five-point Likert scale from ‘Very Sure’ to ‘Not Very Sure’.
The overall composite score for the assessment can range from 0 to 115 points. For the pre-test, the
scores ranged from 31 to 99, with a mean of 64.3 (±16.4). For the post-test, the scores ranged from 64 to
115, with a mean of 102.2 (±15.2). There was a significant increase in scores from pre-test to post-test
(t = −5.962, df = 11, p < 0.0001).
The participants also completed the SF-8 assessment. This assessment consists of eight questions
designed to assess health-related quality of life. We analyzed the data to determine whether there
was an overall improvement in SF-8 total scores, and also analyzed the data by domain (Table 2).
The composite score was based on the participants’ responses to the eight questions. Questions were
based on a Likert-type scale, where lower scores represent optimal functioning for the eight domains
that are evaluated. For the pre-test, the participants’ scores ranged from 14 to 30, with a mean of
20.2 (±4.3). The post-test scores ranged from 8 to 18, with a mean of 12.6 (±2.7). There was a significant
decrease in score from pre-test to post-test (t = 5.759, df = 17, p < 0.0001). This indicates that participants
experienced statistically significant improvement in functioning after their training was completed.
When subscales were examined, all eight domains showed a significant improvement in score from
pre-test to post-test except the domain of emotional role (Table 2).
Table 2. SF-8 domain-specific dependent t-test results.
Domains Mean Difference (Sd) Significance
General Health 1.00 (1.45) 0.008
Physical Functioning 0.79 (1.18) 0.009
Role Physical 0.80 (0.95) 0.001
Bodily Pain 1.50 (1.10) 0.001
Vitality 1.00 (0.92) 0.001
Social Functioning 0.80 (1.11) 0.001
Mental Health 0.80 (1.10) 0.004
Role Emotional 0.20 (1.00) 0.385
4.2. CHA Projects
Post-training, CHAs work within their neighborhoods, churches, work, and other social-related
networks to share correct health information and basic advice learned from community service
providers during their trainings. CHAs provide assistance through referrals to appropriate community
services and resources. Focusing on a neighborhood or community-wide health issue, CHAs work
with local groups and agencies, organizing community action efforts to address community issues
and problems. CHAs also plan, develop, and implement short- and long-term activities to improve
their communities’ health. Sessions 7 and 8 of the CHA training curriculum works with participants to
utilize their leadership skills and develop community action plans for these short-term (immediate after
the training) and long-term (6–12 months after training) activities post-training. One of the anticipated
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outcomes of a CHA group is the development of a network to address community problems that one
single person could not adequately address on his/her own.
The short-term project focused on addressing some of the environmental and transportation
concerns identified through the photovoice project [21]. Many first-generation residents cannot
drive and do not own a car. They rely on family or support programs for transportation or walk to
nearby locations. Locally, a transit authority provides public transportation for low rates throughout
the Mississippi Gulf Coast and has several stops in predominantly Vietnamese neighborhoods.
Many residents are not aware of the bus stop locations and times to utilize this resource, as their English
speaking and reading abilities are limited. The CHA group has worked with the project partners of a
local Vietnamese community-based agency and the transit authority to update the map with times and
locations in Vietnamese to publicize the resources within the community.
The long-term community project originally began with several discussions on chronic diseases
such as hypertension, diabetes, cancer, and high cholesterol affecting the Vietnamese community.
Since these Vietnamese individuals immigrated to the United States, their diets have been modified
as they acculturated. The project partners of a local Vietnamese community-based agency had been
working on a community garden and a healthy cooking project with other funders and constituents.
Through collaborative efforts, the CHA group leveraged the partnerships to develop and publish
a traditional Vietnamese cookbook with healthy recipes. Working with a dietitian and nutritionist,
the Healthy Twists on Traditional Vietnamese cookbook is a compilation of twenty-two traditional
Vietnamese recipes provided by CHAs and other community members, but modified to reduce or
substitute high sodium, refined sugar, or empty carbohydrates in the recipes while maintaining the
authenticity and flavors of the traditional dishes. The cookbook also contains oral histories from
community members about their food memories, culinary traditions, and origination of recipes.
These were collected by students from the Gulf Coast campus of the university and highlight the
cultural context and significance of Vietnam to the Mississippi Gulf Coast. The Healthy Twists on
Traditional Vietnamese cookbook has been formally published in both English and Vietnamese and is
being shared among Vietnamese and other Asian-American subgroups.
5. Discussion
The purpose of this project was to address the social vulnerability of the Mississippi Gulf Coast
Vietnamese Community through the development of a CHA network. We assessed factors associated
with vulnerability and resiliency previously [21]. Though the sample size for this project was small
and was not a random sample, the findings were consistent with more representative national samples.
For example, a nationally representative sample of Vietnamese Americans reported that they would
seek mental health advice from a professional (either a family doctor or mental health provider, or
both), followed by talking to family or friends [32]. First-generation Vietnamese Americans have
experienced various traumas that may impact their mental health and well-being. In our sample,
approximately one-third of participants had experienced war trauma or refugee camps. The life course
perspective suggests that factors effecting psychological health may differ between those Vietnamese
Americans that experienced refugee conditions and those that immigrated without experiencing
refugee conditions. For example, when refugees were compared to immigrants, factors such as sex,
age at immigration, and trauma were associated with psychological distress in refugees; whereas racial
discrimination was a factor associated with psychological stress among Vietnamese immigrants [33].
Approximately one-third of our sample had experienced a dramatic loss of income. This could
have been as a result of Hurricane Katrina, or the more recent Deepwater Horizon BP oil spill.
The dramatic loss of income is a concern, as financial strain has been shown to be the strongest
predictor of post-disaster post-traumatic stress disorder (PTSD) symptoms in Vietnamese survivors of
Hurricane Katrina [10]. Financial strain was also found to be a strong predictor of physical and mental
health post-disaster.
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Further, approximately 30% of our sample had ‘moderate’ concerns around food insecurity.
When the California Health Interview Survey (CHIS) was used to assess the prevalence of food
insecurity among Asian Americans [34], the highest prevalence of food insecurity was found among
Vietnamese Americans (16.42%). Factors predicting food insecurity were low acculturation and
speaking a language other than English at home.
Ten percent of respondents reported that they had experienced domestic violence. Nationally,
Vietnamese Americans are the least likely subgroup of Asian Americans to experience intimate partner
violence (IPV), with 7.7% of women and 6.1% of males experiencing minor IPV, and 1.62% of women
and 1.21% of males experiencing severe IPV [35].
The Community Health Advisor Core Competency Assessment showed statistically significant
improvement from pre- to post-assessment. This finding indicates that participants gained knowledge
and comfort with regard to core skills required of CHAs such as in the areas of communication,
adult learning methods, knowledge of social service agencies in the area, common health issues, and
demonstrating concern/empathy.
While most community issues are multifaceted in nature, they do require targeted responses by
group members experiencing the problem. The CHA group worked together to collaboratively address
issues that they had previously defined as sources of vulnerability within their community. Through the
CHA group, social resiliency was developed and particularly well suited for understanding, guiding,
and improving relational processes within the community. An underlying assumption of this project is
that networks, like CHA groups, can be utilized to promote individual and group resiliency.
The social and cultural assets of a community are of significant value to those who live and work in
that community and are often difficult to quantify in numeric value or financial terms. However, they
are important to consider when developing a framework for community resilience. This project seeks
to advance culturally appropriate research and practice of MGC vulnerable populations and contribute
to scientific knowledge and development of appropriate resiliency frameworks that are grounded in
vulnerable communities’ culture, language, and practices. Through these efforts, we can advance our
understanding of the risk and protective factors of vulnerable communities on the MGC and use this
information to tailor CHA interventions to build resilience in these vulnerable communities.
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